malignaiicy. It was not until the pathological report became available that we had any idea of the unusual nature of the swelling. Subsequent investigations showed slight patchy fibrosis in the lung fields and one characteristic punched-out area in the terminal phalanx of the left middle finger.
At thyroidectomy the gland was not adherent but was highly vascular.
A photograph of the specimen was shown together with photomicrographs. Dr. 0. C. Lloyd reports the "typical appearances of sarcoidosis". The case is shown not only as an uncommon goitre but to emphasize that sarcoidosis may occur in unusual sites, with the usual absence of constitutional symptoms, and may escape immediate recognition. From time to time these lesions have been found in almost every organ and tissue of the body. In this case the one presenting clinical feature was the very large, hard thyroid. For last five months, recurrent attacks of abdominal pain and diarrhoea lasting three to four dlays at four-week intervals. Slight passage of mucus. Marked constipation between attacks.
For last two months, colicky abdominal pain, starting in the epigastrium and radiating to right iliac fossa. At maximum intensity of pain there was a distension and swelling in right lower abdomen. The cessation of pain was associated with audible intestinal gurgling.
One week before admission, increased intensity of pain associated with vomiting.
The patient had not associated her symptoms with her periods, which were normal. 1956 and 1958. In 1956 examination of the abdomen was normal apart from a large right scrotal hernia containing the terminal ileum and proximal colon. Both testes were normal but in the sac a third solid swelling was found, of the size and consistency of a testis. Though its nature was uncertain it was not considered as a possible cause of his bleeding. After negative radiological investigations he was discharged. In 1958 after further bleeding a mass was felt in the right hypochondrium and a barium enema showed a probable carcinoma of the colon. The scrotal mass was unchanged.
At operation the mass in the right hypochon-. drium was found to be a mobile kidney. The colon was normal. The scrotal swelling was a solid spherical tumour in the wall of the small intestine. It was nearly all extraluminal but a small part of it had ulcerated through the mucosa and this was the site of bleeding. There was no clinical evidence of malignancy. Frozen section suggested leiomyosarcoma but after the paraffin section a diagnosis of non-malignant leiomyoma was made in spite of areas showing marked differences in cellular morphology.
The recent literature stresses the benign nature ofthese lesions and suggests that the term leiomyosarcoma should be abandoned and the tumours designated leiomyomas with varying degrees of differentiation.
Fibroma of Neck and Mediastinum. Removed by a New Surgical Approach.-P. R. ALLISON, F.R.C.S. A. K., female, aged 7. The tumour was noticed in January 1957 and had been slowly enlarging since. On three previous occasions operations had been performed for its removal (February, May and October, 1957) but on each occasion the operative procedure had to be stopped because of excessive haemorrhage. A right Horner's syndrome was present. There was some aching in the right hand and a hoarse irritating cough with stridor.
On examination.-A nodular fixed mass occupied the lower half of the posterior triangle on the right side of the neck. X-rays showed it to extend down to the neck of the third rib. There was no evidence of muscle weakness or paralysis except that the right diaphragm was paralysed.
Operation (17.6.58).-A posterior approach to the right upper thoracic cavity was made by the following steps:
(1) An incision along the upper and medial borders of the right clavicle and scapula. The trapezius was detached from the spine of the scapula and clavicle and turned medially.
(2) The levator angula and the rhomboids were detached from the scapula and reflected medially, the scapula being allowed to come forward.
(3) The first three ribs were excised and their bundles divided. This exposed the intrathoracic portion of the tumour which was fixed in the thoracic aperture and firmly adherent to the upper thoracic spinal bodies. The right subclavian artery and vein passed through the middle of the tumour. The tumour was divided in half at the thoracic inlet, which procedure enabled the subclavian vessels to be secured. The brachial plexus was dissected off the upper surface and the rest of the tumour removed. The blood supply to the right arm must now be from the lateral thoracic artery through anastomoses with the lower intercostals and vessels in the latissimus dorsi.
The tumour is lobulated and about 16 x 5 cm. in its long axis. It is partially encapsulated. The cut surface shows a whorled fibrous pattern with areas of congestion. Microscopically it is a fibroma with interlacing bundles of fibroblasts. There is no histological evidence of malignancy. There does not appear to be any association with nerve tissue and the tumour may possibly be related to the condition of juvenile fibromatosis described by Stout (1954, Cancer, 7, 953) .
Post-cricoid Carcinoma. -P. R. ALLISON, F.R.C.S. I. W., female aged 37. The illness commenced with dysphagia first noticed in September 1957. CEsophagoscopy a month later showed no abnormality. Improvement followed until February 1958 when dysphagia recurred. On May 20, an ulcer was seen in the post-cricoid region which biopsy showed to be a squamous cell carcinoma. No enlarged cervical lymph nodes were palpable. Operation (18.6.58).-A total laryngo-pharyngectomy was performed together with removal of half the thyroid gland and a block dissection of both sides of the neck. A Roux loop was fashioned and brought up and anastomosed to the base of the tongue and oropharynx. The lower end of the Roux loop was inserted into the stomach.
The specimen shows an ulcer at the back of the thyroid and cricoid cartilages with raised edges and a necrotic shallow base. Histology. -A moderately differentiated squamous cell carcinoma invading the submucosa but not the muscular layer of the pharynx. A small deposit of squamous cell carcinoma was present in one gland removed from the right side of the neck. The non-involved lymph nodes showed reactive changes and sinus catarrh but no evidence of invasion.
